The purpose of this review is to stimulate a debate and doubts about future trends in vitreoretinal surgery and social and economic implications. We want to share with our colleagues the challenges of modern ophthalmic surgery in the era of technocratic medicine with the goal to conjugate the technological progress with economic sustainability and equity of access to health facilities and services.
The psychosocial impact of sight disorders in modern society is very high, since most information and sociocultural activities use visual function as their primary system. Even moderate reduction in vision prevents people from enjoying healthy and independent ageing and has a devastating impact on both an individual's occupational life and on sociocultural activities. [1] [2] [3] [4] [5] In parallel, the technological improvement has been extensive in recent years and has even allowed customised surgical solutions. 6 The smallgauge sutureless transconjunctival surgery, also known as minimally invasive vitreous surgery (MIVS) or microincision vitrectomy, is a classic example of progress in biomedical engineering. 7 This system allows three-port pars plana vitrectomy (PPV) using microcannulas, trocars and lower than 20-gauge instrumentation without requiring sutures to close the sclerotomies. The gauge of trocars are differentiated as 23-(0.64 mm), 25-(0.51 mm) and 27-(0.40 mm) gauge techniques. [7] [8] [9] As a result, more accurate and reliable results (peripheral vitreous shaving, better control of duty cycles in the vitrectomy platforms) were made possible. The advantage over larger gauge procedures comes primarily from reduced postoperative inflammation at the sclerotomy site and reduced manipulation of periocular tissues, leading to speedier recovery and decreased rate of surgical complications. 10 Furthermore, the reduced operating time decreases costs, and the small incisions are especially appropriate for working on the eyes of children. Although originally used for macular diseases, 23-and 25-gauge surgeries have progressed so much in recent years that they are the approach-of-choice for most vitreoretinal procedures. Most complications are centred on wound stability and risk of postoperative hypotony, endophthalmitis and port site retinal break formation. [11] [12] [13] The wound architecture is now improved by new trocar blade design. Depending on the type of surgery (retinal detachment surgery or macular surgery) the vitrectomy may be complete or partial (also known as 'core' vitrectomy or minimal vitrectomy), respectively. In the core vitrectomy the surgeon cleans only the central vitreous paying attention to the periphery, even though no shaving of the peripheral vitreous and no laser are used. The technological progress has made it possible to combine MIVS and phacoemulsification with DOI: 10.17925/EOR.2014.08.01.46 intraocular lens (IOL) implantation in the same surgical session. [14] [15] [16] [17] It is well known that vitrectomy may induce cataract, especially in eyes in which an internal tamponade is introduced. There are several advantages offered by the combination of phacoemulsification and vitrectomy into one procedure. However, this surgical option varies across different countries according to different national health insurance systems.
Modern medicine carries the risk of being 'technocratic', commercially orientated and not economically sustainable for national health systems. We need to find a compromise between technological innovation, achievements of durable functional results for patients and economic sustainability. Today economic reports about the impact and costs of visual loss and population-based evidence about the prevalence of disability from eye diseases are available to direct our interventions and preventive measures. instrumentation flexibility, poor illumination and slow rate of vitreous removal and complications (such as hypotony, wound leak, choroidal detachment, retinal breaks). The most troubling complications noted in early outcome reports were the increased rates of endophthalmitis and iatrogenic breaks following small-gauge surgery. [11] [12] [13] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] The lower rigidity of instruments was a problem with 25-gauge. These instruments were more pliable and more damageable, and therefore manipulation of the globe became cumbersome. The first version of 25-gauge instrumentation did not perform well: the forceps were difficult to control, and the surgical procedure was time-consuming for both vitrectomy and the removal of silicon oil. However, because of its similarity to 20-gauge in terms of rigidity, lighting, flow and aspiration of the vitreous cutter, 23-gauge became an easier switch with a smaller learning curve. The incidence of endophthalmitis has been shown not to increase after the transition to 23-gauge surgery. 13, [38] [39] [40] However, in a retrospective cohort study in our centre 41 we identified an increased rate of endophthalmitis (1 % The incidence of retinal detachment after macular surgery has been shown not to increase in small-gauge, sutureless vitrectomy compared with the standard 20-gauge procedure. 42 However, an increased rate of retinal detachment in macular surgery managed by 23-gauge corevitrectomy was also found. 43 In a clinical prospective study in our centre, 43 The pathogenesis of retinal detachment in our surgical series could be correlated to the type of vitrectomy and induction of iatrogenic breaks. In the core vitrectomy technique residual vitreous in the periphery may cause retinal tractions and we recommend a scrupulous search for peripheral retinal breaks at the end of procedure: surgeons should be alert to the development of retinal breaks. 
23-gauge

25-gauge
What Next?
Transitioning to advanced surgical technology is a complex matter for the surgeon, the hospital team and the hospital administration. In the early days of sutureless, small-incision vitreous surgery, surgeons were hampered by limited options for illumination and other instrumentation and a steep learning curve.
Adoption of a new technique is an individual process detailing the series of stages one undergoes from first hearing about a product to finally adopting it. The diffusion process, however, signifies a group of phenomena, which suggests how an innovation spreads among consumers. Overall, the diffusion process essentially encompasses the adoption process of several individuals over time. Within the rate of adoption, there is a point at which an innovation reaches critical mass. This is a point in time within the adoption curve that the number of individual adopters ensures that continued adoption of the innovation is self-sustaining (see Figure 1 ). Roger's work asserts that four main elements influence the spread of a new idea: the innovation, communication channels, time, and social system. 44 These elements work in conjunction with one another: diffusion is the process by which an innovation is communicated through certain channels over time among the members of a social system. Rogers 
Small-gauge Vitrectomy
Since the introduction of small-gauge vitrectomy 25, 26 Today, it is easy to find a wide range of vitreous cutters, chandeliers, curved scissors, microvitreoretinal blades, aspirating picks and endoscopic laser probes for both 23-and 25-gauge. This, in turn, has made it possible to expand the indications for these procedures. The 27-gauge vitrectomy
(not yet available in the US) was first introduced in Japan, where it is being used on a limited basis for procedures such as macular surgery or floaters. 50 The 27-gauge technique also has the potential to be used for retinal detachment but the procedure is more time-consuming. Sclerotomies are safe, the learning curve is quick when a surgeon switches from 25-gauge surgical experience: the feeling is that the 27-gauge vitrectomy probes are stiff enough and similar to the 25-gauge ones.
However, a major misconception in the vitreoretinal community is that even smaller gauges may allow better performances. We should bear in mind the hard outcomes in a patient-oriented research: the rate of In a limited-resource environment such as national health systems, it is critical to assess the value of healthcare programmes in terms of both their costs and outcomes and improvements in length and quality of life using economic evaluation methods. Health Technology Assessment (HTA) analyses can be used as inputs for cost-effectiveness studies to assist resource allocation decisions and not succumbing to the fashions of new developments. We reported the results of a first comparative analysis between 23-and 25-gauge vitrectomies in the management of macular epiretinal membranes, lamellar macular holes and myopic vitreomacular traction. 51 We performed HTA through analysis of effectiveness, safety and costs. Our results showed that 23- 
Special Clinical Focus State of Art in Macular Surgery
The technique for surgical macular pathology (epiretinal membrane, State of Art in Retinal Detachment SurgeryOld Debate in the New Era -Buckle or Not?
It is difficult to answer yes or no, as it really depends on the case. 66 The general impression is that we do increasingly less scleral buckle surgery, probably for the following reasons: In complicated cases of retinal detachment all surgeons perform vitrectomy: 70 the evidence for the impact of combined PPV and scleral buckle on the outcome of surgery for retinal detachment in complex cases according to the EVRS study [71] [72] [73] Given that there is a wide spectrum of options for treatment of retinal detachment, the surgeons' experience with the chosen surgical technique will be of utmost importance in obtaining the best surgical result. As guidelines, they are intended as an additional aid to the surgeon during the decision-making process, with the expectation that the final choice will still be left to the surgeon's judgement and past experience. 66 A vitrectomy allows to traction exerted by the vitreous on the retina to be relieved, internal drainage of subretinal fluid and laser around retinal tears. In Spain, SF 6 gas is widely used as tamponade agents. In Italy, and in our centre, there is more experience with C 3 F 8 . Silicone oil tamponade is mainly used in retinal detachment cases complicated by PVR.
When it is indicated to perform a vitrectomy in Torino, all cases are performed with 25-gauge vitrectomy except for giant retinal tears and in high myopia. We do not combine scleral buckle with PPV in the management of retinal detachment, especially in high myopia, when we are concerned to increase the anteroposterior length. Primary vitrectomy has been demonstrated as equally effective to combined PPV and scleral buckle in terms of anatomical and functional recovery. [71] [72] [73] This change in paradigm is the current revolution in the field of vitreoretinal surgery in the approach to medium complexity and complicated cases. However, we lack data on long-term functional and anatomical outcomes. Overall, the use of buckles are decreasing worldwide and we believe that one day we will find the characteristics of the retinal detachments where vitrectomy alone will be as safe as, for example combined vitrectomy and scleral buckle, or we will be able to ensure we find all the breaks with perfect view of the posterior border of vitreous base, and perhaps other type of vitreous cutting, safer than the mechanical type (guillottine-like) we use now will be available.
In conclusion, surgical management of primary retinal detachment has changed greatly in 20 years. However, success rates have changed little, despite availability of differing surgical techniques.
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Conclusion
In the era of the 'Windows revolution' small-gauge surgery has been opened up to an increased number of surgeons; however, we believe that our surgical art should not be democratised. On the contrary, we believe that it is of public interest, to make it 'aristocratic', that is, to improve the quality of its practitioners. It is mandatory that the surgeon, because of his or her difficult mission, should have complete scientific and moral independence. 75 The human component is of fundamental importance because surgical strategy gains diffusion depending on the surgeon's personality and wisdom. In any event, the best technique is the one that works best in each practitioner's hands.
We should always bear in mind the 'neminem laedere' principle: in surgery, the rationale is to use the least invasive technique with the same anatomical and functional results. 'When in doubt, don't.' n
